A 65-year-old woman presented a rare dissecting aneurysm of the anterior temporal artery (ATA) manifesting as headache. Computed tomography and magnetic resonance imaging revealed a mixeddensity mass in the horizontal segment of the middle cerebral artery. Emergent angiography demonstrated aneurysmal dilatation and a thrombosed mass in the sylvian fissure. Infectious aneurysm was excluded. She underwent emergent surgery to reduce the risk of repeated infarction and hemorrhage. The distal side of the ATA manifested occlusive changes suggestive of arterial dissection. The proximal side of the ATA was ligated and the lesion was excised. Histological examination confirmed that the aneurysmal dilatation was attributable to arterial dissection due to disruption of the internal elastic lamina. Distal dissecting aneurysms may occur in the absence of infectious disease. We recommend that ruptured distal dissecting aneurysms be treated surgically in the acute stage immediately after detection.
Introduction
Distal intracerebral aneurysms usually occur as a result of head trauma, vasculitis, bacterial infection, or atherosclerosis. 7, 10) Arterial dissection was involved in the development of aneurysms unrelated to branching zones, but the specific cause remained unidentified in most patients with intracerebral dissecting aneurysms. 12, 14) Spontaneous middle cerebral artery (MCA) dissection is relatively rare, and is usually located in the M1 portion. 15) True anterior temporal artery (ATA) dissecting aneurysms are extremely rare, with only one reported case. 17) We report a rare case of dissecting aneurysm of the ATA manifesting as cerebral infarction.
Case Report
A 65-year-old woman experienced headache and slight nausea 7 days before admission. She had no clear history of trauma, infection, or systemic angitis; and neither smoked nor drank alcohol. Hematological and laboratory studies revealed no abnormalities. Computed tomography and magnetic resonance imaging performed on admission disclosed subacute infarction in the left ATA territory ( Fig. 1 ). Emergent angiography demonstrated an aneurys-mal dilatation and a thrombosed mass in the horizontal segment of the MCA, but no aneurysm neck was identified ( Fig. 2 ). We planned surgery to reduce the risk of repeated infarction and hemorrhage under a diagnosis of thrombosed aneurysm of the M 1 portion of the MCA and infarction of the ATA area due to artery-to-artery embolization from the thrombosed aneurysm.
Left temporal craniotomy was performed. The sylvian fissure was exposed under the operating microscope, and the left internal carotid artery, the A 1 portion of the left anterior cerebral artery, the M 1 portion, and a thrombosed aneurysm were observed (Fig. 3A) . The thrombosed aneurysm at first appeared to adhere to and originate at the M 1 , but after sharp dissection, the M 1 portion was free of aneurysmal dilatation and no findings were indicative of arterial dissection. The ATA was dilated 10 mm from the origin of the M 1 . The dissection was located in the ATA and flow distal to the lesion was reduced. The proximal portion of the ATA was ligated and the thrombosed mass resected (Fig. 3B ). She developed no new neurological deficits or additional ischemic lesions. Histological study revealed dissection of the internal elastic lamina, and elastica-van Gieson staining demonstrated that the ruptured arterial dilatation was located between layers of the internal elastic lamina (Fig. 4 ). 
Discussion
Aneurysms located on a distal arterial branch tend to rupture and re-bleed, and the size at the time of rupture may in part be determined by the thickness and diameter of the parent artery. 13, 16) Since distal branch arteries are thinner with smaller diameter, distal branch aneurysms such as distal MCA aneurysms carry higher risk for rupture.
Thirteen cases of dissecting distal MCA aneurysms have been reported, and 9 cases were admitted with subarachnoid hemorrhage. [1] [2] [3] 5, 6, 8, 9, 11, 14, [17] [18] [19] [20] Study of the mechanisms of ruptured/unruptured arterial dissection using immunohistochemical findings of lysyl oxidase (Lox) and matrix metalloproteinases (MMPs) in multiple dissecting aneurysms demonstrated that Lox1, MMP-2, and MMP-9 were remarkably expressed in hypertrophic media outside the intima in ruptured dissecting aneurysms, but were expressed in the intima and inside hypertrophic media in unruptured dissecting aneurysms. 17) Our patient was hospitalized with ischemia. We suggest that in arteries that are tethered by a dural attachment just proximal to the dissection site (such as the internal carotid artery or vertebral artery), pulsatile and expansile forces are dissipated by vessel wall failure, resulting in a higher incidence of clinically significant hemorrhage. 4) In arteries not tethered in the perilesional area, the pulsatile and expansile forces in a growing dissection may be dissipated by elongation and the development of ectasia, with grad- Neither the indications nor the timing of surgical treatment for distal MCA dissecting aneurysms has been established due to a lack of knowledge regarding their natural history. These lesions tend to enlarge gradually and rupture eventually. 8, 14) Based on a distal MCA dissecting aneurysm that resulted in intracerebral hemorrhage 4 years after its non-hemorrhagic onset, surgical treatment was strongly recommended if ectatic components are identified. 8) In our patient, preoperative angiography revealed aneurysmal dilatation and a thrombosed mass. Under a diagnosis of thrombosed aneurysm of the horizontal segment of the MCA, we performed surgery to reduce the risk of repeated infarction and hemorrhage. Intraoperatively we identified occlusive changes on the distal side of the ATA suggestive of arterial dissection. The dissecting lesion was ligated and resected and our patient developed no new neurological deficits or additional ischemic lesions. We recommend that in such cases, acute surgery should be considered to prevent rupture and subarachnoid hemorrhage.
